INTRODUCTION
The obturator internus is one of seven muscles classified as the deep external hip rotators. The obturator internus originates from the internal surface of the obturator membrane and obturator foramen and inserts on the lateral aspect of the greater trochanter of the femur. 1 Based off of electromyography (EMG) studies, the obturator internus assists with hip abduction and external rotation. 2 Though initially thought to also serve as a hip stabilizer, studies have called into question this action based off of EMG readings. 2 Obturator internus strains are a relatively rare injury, often associated with a kicking or traumatic mechanism. [3] [4] [5] In all reported cases of the injury, diagnosis has been made using magnetic resonance imaging (MRI). [3] [4] [5] Following diagnosis, a treatment and rehabilitation program incorporating rest and specific strength and range of motion exercises has demonstrated positive patient outcomes. 3 However; researchers have noted the importance of accurate diagnosis for achieving successful recovery. 3 As previously mentioned, this currently can only be done using MRI. [3] [4] [5] The purpose of this case report is to document the evaluation and treatment of a patient suffering from a grade II obturator internus strain with no known mechanism. Upon confirmed diagnosis, the patient was able to complete a targeted rehabilitation program and return to play. This case includes background information on the anatomy and pathology of obturator internus strains, descriptions of the evaluation process, and the subsequent rehabilitation that led to successful return to participation.
CASE REPORT
A 22-year-old collegiate women's tennis player presented to the athletic training clinic complaining of left posterior hip tightness and pain. The patient could not recall a specific mechanism of injury, but did state that she had remained in a crossed-legged seated position for several hours over the past several days. The athletic training staff initially diagnosed the patient with gluteus maximus strain based off symptoms and weakness with resisted hip extension and external rotation. Patient was then treated with self myofascial release, stretching, active release techniques, and post activity icing. Following a week of treatment, patient reported that her symptoms had begun to worsen. The patient's pain had intensified to the point of causing antalgic gait and limitations with activities of daily living.
With the athletic training staff still working off the diagnosis of a gluteus maximus strain, the patient was removed from team activities. The patient's treatment program was modified to incorporate sensory transcutaneous electrical nerve stimulation (TENS) and exercises intended to improve strength and range of motion of the gluteus maximus.
Shortly after the changes to patient's treatment program, her symptoms continued to worsen prompting referral to the team physician. Due to the level of the patient's pain, the team physician placed the patient on crutches and ordered an MRI and xrays for further evaluation. MRI revealed what was described in the imaging report as a "severe tear of the obturator internus" (Figure  1) . The team physician removed the patient from therapeutic exercise in favor of rest until symptoms began to resolve. Following 10 days of rest and non-weight bearing ambulation the patient began to experience an increase in range of motion and decrease in pain. At this time, the patient was cleared to begin aquatic therapy and body weight exercises. At 22 days post diagnosis, the patient was able to begin light resisted lower body exercises incorporating resistance bands and ankle weights. By 28 days post diagnosis, the patient had discontinued crutches, and her symptoms continued to improve. At this time, she was able to initiate jogging and increase intensity of resistance exercises. 35 days after initial presentation, the patient was able to return to team practices, and the following week returned to competition. Throughout the remainder of the season, the patient was able to compete with no reported return of symptoms.
DISCUSSION
Isolated injuries to the obturator internus are rare. [3] [4] [5] Generally these injuries have been the result of trauma or other sport related activity, primarily occurring in contact sports. [3] [4] [5] Following these injuries, patients have had generally positive outcomes. [3] [4] [5] However, targeted treatment can be delayed if MRI is not used to confirm the injured structures.
This case report describes the diagnosis, and treatment of a patient suffering from a grade II obturator internus strain. In this case, diagnosis was confound given the lack of known mechanism of injury. This delay in diagnosis may have in turn delay the patient's return to participation. However, it is unclear as to whether or not an MRI prior to the time it occurred would have been best practices given the location of pain and other related symptoms.
This patient was withheld from competition for six weeks prior to her return. This timeline is not particularly novel, but may have been shortened by earlier diagnosis. 3 Upon returning to competition, the patient
